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Executive Summary

The General Statute continues to require the ikisf Mental Health, Developmental Disabilities and

Substance Abuse Services (the Division) to repotti¢ Joint Legislative Oversight Committee on iteal
and Human Services every six months on progreseg magkven statewide performance domains. This
semi-annual report builds on the measures in posvieports.

Highlights

Domain 1: Access to Serviceq1) Overall, in recent years there has beememease in the number of
persons served by local management entities (LMEg)ss the state which can be attributed to both
improvements in LME data submission and an increaadmissions. The number of persons enrolled
by LMEs increased in the past year for adults iergwdisability group and for adolescents with araniy
developmental disability diagnosis, but decreasa®woted in enrollment for children/adolescents wi
a primary mental health or substance abuse diagn@3iDuring the last quarter of states fiscakyea
(SFY) 2010-11, all persons seeking emergent care s&en by a provider promptly after requesting
services (100%); 81% of persons seeking urgentware seen within 48 hours of requesting services;
and three-fourths of persons seeking routine acare-(rgent) were seen within fourteen calendar.days

Domain 2: Individualized Planning and Suppertfl) The majority (69%) of consumers with
developmental disabilities report choosing the esageager at a much higher rate than reports oflitsni
in other states. In addition, an overwhelming nun{B&%) of consumers with developmental disabditie
report their case manager is helpful in gettingeseary services and supports. (2) The vast majafrity
consumers with mental health and substance absseldrs report choosing the services they receiged
well as their treatment goals. However, fewer aglmats report being involved in choosing their isew
than other age groups and fewer adolescents ati &aksicompared to parents of children under t@jelv
report deciding their treatment goals.

Domain 3: Promotion of Best Practice¢l) NC START teams, mobile crisis managemenhgand
walk-in crisis and psychiatric aftercare programesserving mh/dd/sa consumers in crisis in their
communities, reducing the need for psychiatric iabpation. The number of evidence-based mental
health services and substance abuse services masligincreased over the past two years. In some
cases a slight decrease was seen during the asegaf SFY 2010-2011, possibly due to the lagtim
needed for claims to be reported. The only exoept this is community support team (CST) which ha
seen a steady decline since the beginning of SA¥-2Q. (2) Admissions to the state alcohol and drug
abuse treatment centers have increased in thiviastears, while there has been a significant dnop
admissions to state psychiatric hospitals since 3606-07. This is likely due both to increases in
community inpatient capacity and to policies toagehdmissions when state hospitals are over cgpacit
(3) Readmissions to state psychiatric hospitalsicoa to remain slightly higher for North Carolitten
the nation.

Domain 4: Consumer-Friendly Outcomegl) While the majority of consumers with devetamtal
disabilities report choosing where they work arel staff who assist them at home and work, less than
half of them report choosing where they live (whighhe same pattern seen in all other states). (2)
Mental health and substance abuse consumers centirslhow meaningful improvements in various
aspects of their lives after three months of servic

Domain 5: Quality Management System§l) The Department of Health and Human Servtres
Department) has approved a definition and desoriptf a new category of provider agency, Critical
Access Behavioral Health Agency (CABHA), which es@jned to ensure that critical services are
delivered by a clinically competent organizationhrappropriate medical oversight and the ability to
deliver a continuum of services. The Division wiilbnitor certified CABHAs during August and
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September 2011 to ensure they are in compliandethdt Medical Service and Certification and Staffin
Requirements. Results will be used to providelieel to CABHAs for quality improvement purposes.
(2) The Department is in the process of expandiedl®15 (b)/(c) Medicaid Waiver. As a part of this
expansion process, the Department is preparinggegic plan indicating strategies and agency
responsibilities for the achievement of the objexgiand deadlines as well as how the Division had t
Division of Medical Assistance (DMA) will monitomal evaluate progress of these objectives. The main
method for evaluating the progress of LMEs as #ssume responsibilities of managed care
organizations is a standardized performance dastibda addition to the performance dashboard,
various monitoring teams and committees will berfed to ensure best practices are implemented, to
provide oversight of implementation activitiesréwiew quality of care concerns and quality
improvement activities, and to develop plans fgpiiovement. As a final quality management/evalumatio
effort, there will be annual on-site reviews of tHdEs to verify the data reported by the LME/MCOs.

Domain 6: System Efficiency and Effectivenesfl) LMES’ timely and accurate submission of data
the Division has improved by 4 percentage poiramffirst quarter of SFY 2009-10 to the fourth geart
of SFY 2010-11.

Domain 7: Prevention and Early Interventioifl) The Substance Abuse Prevention and TreatBleok
Grant (SAPTBG) 20% set-aside funds make up thetdngortion of funding that target substance abuse
prevention services in the Division. In North Camal SAPTBG set-aside funds are used to support
strategies (programs, practices and policies) implged across all counties and allocated to comgnuni
providers based on a plan consistent with locatisedén SFY 2010, strategies reached approximately
40,000 youth in evidence based curricula programisozer 100,000 participant strategies that inadude
educational seminars, parent trainings and worksh@) North Carolina applied for a Strategic
Prevention Framework-State Prevention Enhancens#tf-SPE) cooperative agreement to promote the
adoption of evidence/practice-based strategieddoesas substance abuse prevention. This grant award
from the United States Department of Health and &lu®ervices (USDHHS), Substance Abuse Mental
Health Services Administration (SAMHSA), Center 8ubstance Abuse Prevention (CSAP) will
strengthen the state’s current prevention infrastine by developing a systematic, on-going momupri
system for substance abuse related consumpticerpstnd consequences, and to track progress on
performance measures that address preventiontgsiirends, and outcomes.
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Mental Health, Developmental Disabilities and Subsince Abuse Services
Statewide System Performance Report
SFY 2011-12: Fall Report

Introduction

TheMental Health, Developmental Disabilities and Substance Abuse Services Satewide System
Performance Report is presented in response to Session Law 2006Sei2ion 2.(a)(c). This legislation
was amended by Session Law 2011-291, Section 2)42hjch requires this semi-annual report on
progress made in seven statewide performance denmalre submitted to the Joint Legislative Oversigh
Committee on Health and Human Services. This samizal report builds on the measures reported in
previous reports (See Appendix A).

Domain 1: Access to Services

Access to Services refers to the process of egténim service system. This domain measures the
system’s effectiveness in providing easy and gamtess to services for individuals with mental tigal
developmental disabilities and substance abusé&sameeds who request help. It is a nationally
recognized measure of service performance.

Measure 1.1: Persons Receiving Community Services

The Division of Mental Health, Developmental Diddigis, and Substance Abuse Services (the Division)
is committed to serving individuals with mental hieadevelopmental disabilities, and substance @bus
needs in their communities rather than in institudil settings whenever possible. Tracking the nurabe
persons that the local management entities (LM&s)esin communities provides a barometer of
progress on this goal.

Measure 1.1 contains information on the numbereo$@ns that the state’s mental health, develophenta
disabilities and substance abuse system has seveedhe past five state fiscal years, accordindp¢o
LMEs’ data on enrolled consumers. In the followthgee tables, the number of persons served is
determined from data submitted to the Division’&e@ Data Warehouse (CDW) by the LMEs.

Based on data the LMEs submit, Table 1.1.a. oméxé page, shows that the number of persons who
have been served in the community over the pastsiiate fiscal years experienced a decrease faim st
fiscal year (SFY) 2005-06 to SFY 2007-08 but hasaased eight percent since that time.

1 Numbers for SFY 2010-2011 are not available Bepbtember 2011 and are not included in the tatfker numbers in the
table have been updated since the Fall 2010 Report.




Table 1.1.a
Number of Persons Serned in the Community
for All Disability Groups
SFY 05/06 - SFY 09/10

400,000

350,000 1 322,397 326,563 332,796

315,338 306,907

300,000 -
250,000
200,000

150,000 -

100,000
SFY 05/06 SFY 06/07 SFY07/08  SFY08/09 SFY 09/10

SOURCE: DMH/DD/SAS's Client Data Warehouse. JulgQ05 - June 30, 2010.

Table 1.1.b. shows differing patterns by disabilitythe number of adults who have been serveldén t
community over the past five state fiscal years.

= Adults with a primary mental health diagnosis: The nhumber of adults served in the community
over the past five years has decredsgdpproximately two percent.

» Adults with a primary developmental disability diagnosis: The number of adults served in the
community over the past five years has incredmseeight percent.

= Adults with a primary substance abuse diagnosisThe number of adults served in the
community over the past five years has incrednse88 %.

Table 1.1.b
Number of Adults Served in the Community
by Disability Group
SFY 05/06 - SFY 09/10

200,000

177427 173,282 168126 168,197 174,440
150,000 -
100,000 | 12080 78.387

56,881 55,360 53,765

50,000 - A A
12,855 13,370 13,892 13,688 13,903
= = = = ™
0 T T T T

SFY05/06  SFYO06/07  SFYO07/08 SFY08/09  SFY09/10

—— MH Adult —=— DD Adult —a&— SA Adult

SOURCE: DMH/DD/SAS's Client Data Warehouse. JulQQ5 - June 30, 2010.




Table 1.1.c shows the number of children and/otesdents who received publicly-funded servicehan t
community through the LMEs over the past five steseal years.

= Children/Adolescents with a primary mental health dagnosis: The number of children and
adolescents served in the community over the pasyéars has decreasey 14%.

= Children/Adolescents with a primary developmental dsability diagnosis: The number of
children and adolescents served in the communigy the past five years has increabgden
percent.

= Children/Adolescents with a primary substance abusdiagnosis:The number of adolescents
served in the community over the past five yeassdezreaseldy 21%.

Table 1.1.c
Number of Children/Adolescents Sened in the Community
by Disability Group
SFY 05/06 - SFY 09/10
80,000
60,000 - 67m
57,957
40,000 -
20,000 -
5,617 5,753 5,981 6,151 6,224
0 42399 ‘ 41975 ‘ A 1622 ‘ 42,466 ‘ 41,885
SFY 05/06 SFY 06/07 SFY 07/08 SFY 08/09 SFY 09/10
—e— MH Child/Adolescent DD Child/Adolescent —a— SA Adolescent

SOURCE: DMH/DD/SAS's Client Data Warehouse. JulQQ5 - June 30, 2010.

Measure 1.2: Timeliness of Initial Service

Timeliness of Initial Service is a nationally ace@pmeasurethat refers to the time between an
individual’s call to an LME or provider to requesgrvice and their first face-to-face service. Alsys
that responds quickly to a request for help camenea crisis that might otherwise result in greate
trauma to the individual and more costly care ffigr $ystem. Responding when an individual is ready t
seek help also supports his or her efforts to eartdrremain in services long enough to have aipesit
outcome.

Individuals who request service during crisis dituas are usually seen very quickly. In the lasirter
of SFY 2010-11, 100% of those requesting care iargency situations were seen within two hours and
81% of those requesting care in urgent situatiogieseen within 48 hours.

In the last quarter of SFY 2010-11, just undereki@irths (73%) of persons requesting routine (non-
urgent) services were seen (see Table 1.2 on ttigpage). Looking over time, the percentage of all

2 Health Plan Employer Data and Information Set (HE®) measures.
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consumers seeking routine care over the past sitate fiscal years who weaetually seen by a provider
within the required timeframe of requesting sersitereased during SFY 2008-09 to a peak of 82%
during SFY 2009-10 and has since leveled off. Dythe last three quarters of SFY 10/11 rates of
persons being seen within 14 days of request aing care ranged from 71% to 75%.

Table 1.2
Percentage of Persons Seen within 14 Days of
Request for Routine Care
SFY 08/09 - SFY 10/11

100%

750, 78% 80% 82% 4., 80%

o o 75% 75%
80% 1 ggou 67% 2% 71%

60% -
40% A
20% -

0%

Jul-Sep 2008
Oct-Dec 2008
Jan-Mar 2009
Apr-Jun 2009
Jul-Sep 2009
Oct-Dec 2009
Jan-Mar 2010
Apr-Jun 2010
Jul-Sep 2010
Oct-Dec 2010
Jan-Mar 2011
Apr-Jun 2011

SFY 08/09 SFY 09/10 SFY 10/11

SOURCE: Data from LME screening, triage, and refdogs submitted to the NC
Division of MH/DD/SAS, published in Quarterly Perfoance Contract reports.

Domain 2: Individualized Planning and Supports

Individualized Planning and Supports refers togteetice of tailoring services to fit the needshef
individual rather than simply providing a standaedvice package. It addresses an individual's and/o
family’s involvement in planning for the delivery appropriate services. Services that focus on vehat
important toindividuals (and to their families when appropejasire more likely to engage them in service
and encourage them to take charge of their liveadtition, services that address what is impoftant
them produce improved life outcomes more efficieatid effectively.

Measure 2.1: Consumer Choice of Providers

Offering choice is the initial step in honoring tineividualized needs of persons with disabilitid$he

tables on the following pages address the extewhtoh individuals report having a choice in whoves
them and/or the services they receive.

Consumers with Developmental Disabilities (DD) (Tale 2.1.a) In annual interviews with DD
consumers in SFY 2009-10, just over two-thirds (58¥ihe consumers in NC reported choosing their
case manager compared to 58% reporting this faaaticipating states (see Table 2.1.a on the next
page). Looking at choice of case manager by resa&lgype, consumers in North Carolina who reside in
an institution were the least likely to report chimg their case manager (eleven percent) whilesthos
living in their own home or in their parent’s homnvere more likely to report choosing their case ngana
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(80% and 82%, respectively). (See Appendix B faaidkeon the National Core Indicators Project’s
Consumer Survey.)

Table 2.1.a
Choice of Case Manager for Consumers
with Developmental Disabilities by Living Arrangement

SFY 09/10
100%

82%
69%

75% -

50% -

25% -

0% -

Institution  Community- Individual's Parent's Overall
Based Home Home
Facility
mNC m All Participating States

SOURCE: National Core Indicators Project, Consuswwvey. Project Year 2009-10.

Consumers with Mental Health and Substance Abuse Babilities (Table 2.1.b) In the annual
Division survey of persons with mental health dostance abuse disabilities, a large majority rebrt
positive feedback regarding choosing the serviceg teceived. While parents of children under tipe a
of twelve and adults were highly likely to agreattthey had input into the services received, adalets
were less likely than these two groups to repdgihg to choose their services. (See Appendix B for
more information on the Mental Health Statisticapfovement Project Consumer Survey.)

Table 2.1.b
Choice of Services for Consumers Receiving
Mental Health or Substance Abuse Services
SFY 10/11
100%

75%

50%

25%

0%

Parents of children Adolescents Adults
under 12

SOURCE: Mental Health Statistical Improvement Pebfgonsumer Survey (MHSIP-CS)




Measure 2.2: Person-Centered Planning

A Person-Centered Plan (PCP) is the basis foriehgilized planning and service provision. It allows
consumers and family members to guide decisionstat services are appropriate to meet their needs
and goals and tracks progress toward those goaisngia voice in choosing personally meaningfullgoa

is a critical step toward recovery and self-deteation. The Division requires a PCP for personé wit
intellectual disabilities who receive CAP-MR/DD state-funded services and persons with severe menta
illness and/or substance abuse disorders who eeeivanced benefit or residential serviceg he

Division has implemented a standardized PCP foamdttraining to ensure statewide adoption of this
practice. As the following tables show, a larggarity of consumers and their family members are
involved in the service planning and delivery psxe

Consumers with Developmental Disabilities (Table 2.a) In SFY 2009-10, the large majority of
North Carolina consumers with developmental dig#sl (87%) reported that their case manager helps
get them the services and supports they need @de 2.2.a). North Carolina consumers, regardless o
where they live, were just as likely to report itweament in planning compared to consumers in atest
using this survey. (See Appendix B for more infatimn on this survey.)

Table 2.2.a
Input into Planning Senices and Supports for Consumers with
Dewelopmental Disabilities by Living Arrangement

SFY 09/10

04 -

100% 88% 87% 86% 89% g79s 87% 87%

79%

80% -
60% -
40% -
20% -
0% -

Community-  Individual's Home Parent's Home Overall
Based Facility
@ North Carolina m All Participating States ‘

SOURCE: National Core Indicators Project, Consusawey. Project Year 2009-10.

Consumers with Mental Health and Substance Abuse Babilities (Table 2.2.b) Every yearin a
consumer survey the Division asks mental healthsaihdtance abuse consumers about their having a
choice of treatment goals. As Table 2.2.b on @ page shows, the majority of mental health and
substance abuse consumers in the annual survegyaepboosing or helping to choose their treatment
goals across all groups reporting: parents of oiildinder the age of twelve, adolescents, andsadult

% “The enhanced benefit service definition packadergersons with complicated service need3ate
MH/DD/SAS Plan 2005, p. 58 Details on enhanced and residential servicebegound at
http://www.ncdhhs.gov/dma/mp/index.h{iedicaid Clinical Policy 8A through 8M).

* APCP is not required for individuals receiving arfythe “basic” services (i.e., outpatient treatin@ssessment,
or medication management) as long as they arelsmraceiving any other services.
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More parents of children under the age of twelgored having input into their treatment goals than
adults and adolescents. (See Appendix B for mdeenmation on the Mental Health Statistical
Improvement Project Consumer Survey.)

Table 2.2.b
Choice of Treatment Goals for Consumers Receiving
Mental Health or Substance Abuse Services
SFY 10/11
100%

75%

50%

25%

0%

Parents of children Adolescents Adults
under 12

SOURCE: Mental Health Statistical Improvement Pebfgonsumer Survey (MHSIP-CS)

Domain 3: Promotion of Best Practices

This domain refers to adopting and supporting pnavedels of service that give individuals the best
chance to live full lives in their chosen commuastilt includes support of community-based programs
and practice models that scientific research hawshesult in improved functioning of persons with
disabilities, as well as promising practices thiatracognized nationally. SAMHSA requires states to
report on the availability of evidence-based pradias part of the mental health and substance abus
prevention and treatment block grants.

Supporting best practices requires adopting palithiat encourage the use of natural supports,
community resources and community-based servidersygs funding the development of evidence-based
practices; offering incentives to providers who ptdbose practices and providing oversight and
technical assistance to ensure the quality of tkeséces.

The North Carolina Practice Improvement CollabesafiNC PIC) provides guidance to the Division in
determining the evidence-based practices thatagijprovided through our public system. With
representatives of all three disabilities, the NC meets quarterly to review and discuss practicat
have been submitted for evaluation, examine isthatsaffect the readiness of the practice for adaph
our state, and to prioritize recommendations fer@iivision Director.

Measure 3.1: Persons Receiving Evidence-Based Practices

Community-based Crisis ServicesAn effective community-based service system staitts flexible,
responsive crisis services that can come to th&open need and assist other responders on-siig. Th
approach helps to prevent inappropriate, costlywambcessary hospitalization or detention of person
undergoing a behavioral health crisis.
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= NC START. NC START (North Carolina Systemic, Therapeuticdssment, Respite and
Treatment) is a community-based crisis preventimhiatervention program for adults with
Intellectual/Developmental Disabilities (I/DD) wiexperience crises due to complex behavioral
health issues. The NC START program is comprisezbotlinical teams, with two teams in each
of the three regions in the state. In additionrdtege three NC START crisis respite homes, one
per region. Each home has a four bed capacitytwibhplanned and two crisis beds. During
SFY 2011, NC START provided services to 523 indinits and had 544 crisis respite
admissions.

Additionally, NC START responded to 1024 referrafiis calls in SFY 2011. The following
reflects the disposition of those referral/crisafis

* 67 % remained in their current setting,

* 11% were admitted to crisis respite,

* 7% were admitted to a community psychiatric hadpi
4% were admitted to a state psychiatric hospital,

. 7% were referred out for services, and

. 5% were linked to community resources.

Note: Of the 1024 referral/crisis calls received were determined to be inappropriate for NC
START services as they did not meet the criterga Were under age 18 or did not have a
diagnosis of intellectual/developmental disabilifyhese individuals were referred out for
services or linked to community resources.

= Mobile Crisis Managemenin 2008, the General Assembly appropriated fuodsrisis services
and Session Law 2008-107 provided support for gveldpment of 30 community Mobile Crisis
Management Teams. From July through December 20a@bile Crisis Management Teams
provided 15,499crisis responses. Of those, 4,759 dispositioh6j3vere for admissions to
state hospitals, state alcohol and drug abusenesditcenters, or community hospitals, and only
330 (2%) involved jail or detention. All of thehatr cases (67%) involved dispositions to non-
inpatient community settings.

= Walk-In Crisis and Psychiatric Aftercare SFY 2008-09, the General Assembly providedifin
to establish 30 walk-in crisis and psychiatric afége programs. These centers provide
immediate care to adults, adolescents, or famtiesisis directly or through telepsychiatry.
From July 2010 through December 2010, these watleiriers provided 142,604 services to
consumers, 12.5% (17,851 services) of which weregponse to crises. Among consumers who
received services at walk-in centers, only 1.49938) required inpatient hospitalization, while in
93.4%o0f cases, individuals were connected to MH®AR providers in their communities.

Consumers with Mental Health Disabilities: Adults with severe and persistent mental illnesgt=n
need more than outpatient therapy or medicationsdimtain stable lives in their communities.
Community support teams (CST) and assertive commtneiatment teams (ACTT) are designed to
provide intensive, wrap-around services to prefreguent hospitalizations for these individuals aetp
them successfully live in their communities. Aswhan Table 3.1.a on the next page, the number of
adults served in CST increased during SFY 2009Attlaen declined to its lowest level at the end of

® These data reflect the services provided by Mdbilsis Management Teams from all Local ManagemeitiEs
except PBH.
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SFY2010-11. This decrease was expected as thei@ivias worked to restructure services so that
consumers who had the greatest need would be@l#egive the appropriate level of services through
Critical Access Behavioral Health Agencies (CABHAW)ich provide a continuum of care for a
specified age disability group. Persons receitirgge services are either stepped up to more iméens
services or stepped down into less intensive seswiciring their continuum of care. Conversely, ACT
has increased 375% during the past two state fyszak.

Table 3.1.a
Number of Persons Served in ACTT and CST
SFY 09/10 - SFY 10/11
15,000 12,687

11,546

11,777

12,000 - 10,108
9,000 -

6,000 1 ¢ 660 4,782
2,985

3,000 - 3,872 4,165 4,106

2,992 3,034 3,240 3,514

July -  Oct.- Jan.- April- July- Oct.- Jan.- April -
Sept. Dec. March  June Sept. Dec. March  June
2009 2009 2010 2010 2010 2010 2011 2011

\ —e—ACTT —m CST

SOURCE: Medicaid and State Service Claims Daty. Du2009 - June 30, 2011.

Best practice services that support community ¢§vior children and adolescents with severe emotiona
disturbances and/or substance abuse problemse&equaivement of the whole family. Two of thesetbes
practices — intensive in-home (lIH) and multi-sysie therapy (MST) — help reduce the number of
children placed in residential and inpatient c&ible 3.1.b. on the next page shows that the nuofber
youth served in IIH increased just over 285% frowm beginning of SFY 2009-10 until the first quaxér
SFY 2010-2011 when this number began to declinderal off at the end of SFY 2010-2011. Similar
to CST, this decrease was expected as the Divigisrworked to restructure services so that consumer
who had the greatest need would be able to retleevappropriate level of services through CABHAs
which provide a continuum of care for a specifigé disability group. Therefore, consumers receivin
IIH received this service and were either transiit to more intense or less intense services dthiig
continuum of care. Conversely, MST increased 32%he same time period.
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Table 3.1.b
Number of Persons Served in IIHand MST
SFY 09/10 - SFY 10/11

10,000
7,824 8126 4447
8,000 -
6,000 -
4,000 -
2,000 208 420 478 528 572 583 505
. 383k = - -——= = -

July - Oct.- Jan.- April- July- Oct.- Jan.- April -
Sept. Dec. March June Sept. Dec. March June
2009 2009 2010 2010 2010 2010 2011 2011

——IH —m— MST

SOURCE: Medicaid and State Service Claims Daty. Du2009 - June 30, 2011.

Consumers with Substance Abuse DisabilitiesRecovery for individuals with substance abuse
disorders requires service to begin immediatelymdne individual seeks care and to continue with
sufficient intensity and duration to achieve andntzan abstinence. The substance abuse intensive
outpatient program (SAIOP) and comprehensive owgpatreatment (SACOT) models support those
intensive services using best practices, such gisational interviewing techniques. SAIOP has saen
39% increase in the number of persons served giedeeginning of SFY 2009-10 (see Table 3.1.c).
SACOT services have remained relatively stable witly slight fluctuations in the last two years\seg
a low of 349 consumers in the first quarter of SF09-10 to a high of 608 consumers in the third
guarter of SFY 2010-11.

Table 3.1.c
Number of Persons Sened in SACOT and SAIOP
SFY 09/10 - SFY 10/11

4,000

3,500 3,039
2,781

3,000 - 2509
2,500 - 2,104 2,105
2,000 - 1,824 1,784
1,500 -

1,000 - 352 428 409 476 495 608 573

500 - 34.9_*_,_4*,,_4%

0 T T T T T T T
July - Oct.- Jan.- April- Jduly- Oct.- Jan.- April -
Sept. Dec. March June Sept. Dec. March  June
2009 2009 2010 2010 2010 2010 2011 2011

2,528

—e— SACOT —m— SAIOP

SOURCE: Medicaid and State Service Claims Daty. Du2009 - June 30, 2011.
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Measure 3.2: Use of State Operated Services

Psychiatric Hospitals A service system in which individuals receive thevices and supports they need
in their home communities allows them to stay cateetto their loved ones. This is a particulariyical
component of recovery or self-determination in snoé crisis. As discussed under Measure 3.1, servic
systems that provide community-based crisis responmtient services can help individuals maintain
support from their family and friends, while recugithe use of state-operated psychiatric hospitals
times of acute crisis.

As stated in previous reports, North Carolina heegluts state psychiatric hospitals to provide lamtinte
(30 days or less) and long-term care. In most atetes, acute care is provided in community hakspit
reserving the use of state psychiatric hospitaledmsumers needing long-term care. North Carolina,
however, has historically served more people olarals state psychiatric hospitals than othetestaand
with shorter average lengths of stay.

Table 3.2.a indicates North Carolina has contirtogatovide treatment for persons in its state psydh
hospitals at a rate higher than the national ratess almost all ages, according to the most reegatt
(federal fiscal year (FFY) 2009) from the CentarNtental Health Services (CMHS).

Table 3.2.a
Rate of Persons Served in State Psychiatric Hospitals by Age
FFY 2009
2.5
2 _

Rate per 1,000
Population

0-17 18-20 21-64 65 and over Total for all
ages

Age of Consumers

@ North Carolina m United States

SOURCE: Healthcare Enterprise Accounts Receivaldeking System (HEARTS) Data
as reported in the North Carolina Community Mehtaélth Block Grant report, FFY 2009.

Over the past five years, the number of admisdiotise state psychiatric hospitals has been sagmfly
reduced, as shown in Table 3.2.b on the next [(#igee SFY 2005-06, the number of admissions to the
state psychiatric hospitals decreased by almosttiwds. Conversely, increases in the numberseskirv
community hospitals and county hospitals were $emn SFY 2009 to SFY 2011. Patients served in
community hospitafsincreased from 15,442 to 18,966 while patientseskin three-way contracted
psychiatric bedsin county hospitals increased from 1,460 to 5,@88ng this time.

® This excludes state psychiatric hospitals.

! Three-way contracted beds are psychiatric bedsunty hospitals that the Legislature appropriatewl§ for over
the past several years to help reduce the usateflsbspitals.
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Table 3.2.b
Admissions to State Psychiatric Hospitals
SFY 05/06 - SFY 09/10

25,000 -
20,000 1 173309 17,419
15,000 -
10,000 -

5,000 -

0 T T T 1
SFY 05/06 SFY 06/07 SFY 07/08 SFY 08/09 SFY 09/10

SOURCE: Healthcare Enterprise Accounts Receivaldeking System (HEARTS) Data
for state psychiatric hospital admissions durinly 1y 2005 - June 30, 2010.

Alcohol and Drug Abuse Treatment CentersIn contrast to efforts toeduce the use of state
psychiatric hospitals for short-term care, the BiMh continues to work with thRivision of
State-Operated Healthcare Facilit{EsSOHF) toincrease the use of state alcohol and drug
treatment centers (ADATCSs) for acute care. ADAT@saiitical resources to serve individuals
who are exhibiting primary substance abuse probtbaisare beyond the treatment capacity of
local community services, but for whom psychialrispitalization is not appropriate. Due to
an increase in acute capacity in the ADATCs angrobéd management practices, total
admissions to ADATCs has climbed substantially fi@@865 in SFY 2005-06 to 4,301 in SFY
2009-10 (a twelve percent increase).

Table 3.2.c

Admissions to ADATCs

SFY 05/06 - SFY 09/10
5,000

’ 4,429
4118 4,301
3,855
4,000 | .\3iw/'/\'
3,000 -
2,000 -
1,000 -
0
SFY 05/06 SFY 06/07 SFY 07/08 SFY 08/09 SFY 09/10

SOURCE: Healthcare Enterprise Accounts Receivaldeking System (HEARTS) Data
for ADATC admissions during July 1, 2005 - June 20].0.
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Measure 3.3: State Psychiatric Hospital Readmissions

An effective service system provides enough suppdntelp prevent consumer crises and minimize their
impact through appropriate planning and treatmRaturring hospitalization for persons who are ijkel

to experience frequent crises is a signal thatt@adil supports are needed. Tracking hospital
readmissions within 30 days of discharge is acaiitmeasure of consumer care (adopted by SAMHSA'’s
Center for Mental Health Services) that providesttho Divisions with information on where more
comprehensive services might be needed. Thisataliecneasures the percent of persons discharged fro
state psychiatric hospitals during each quartdrfeiiawithin the responsibility of an LME to codraate
service§, who are readmitted to a state psychiatric holspithin 1-30 days following discharge and
within 1-180 days following discharge.

Table 3.3 shows the percent of consumers requigadmission to state hospitals within 30 days and
within 180 days of discharge. In North Carolinanasl as nationwide, the readmission rate is moaat
double when comparing the 30 day follow-up perimthe 180 day follow-up period. Also, as seerhi t
table below, North Carolina state psychiatric htadpeadmissions are in line with the nation fottbine
30-day and 180-day time periods.

Table 3.3
Readmission Rates to State Psychiatric Hospitals
FFY 2009
100%
75% -
50% -
25% 21.3% 20.9%
10.0% 9.2%
0% -
30-day 180-day
@ North Carolina m United States

SOURCE: Healthcare Enterprise Accounts Receivaldeking System (HEARTS) Data
as reported in the North Carolina Community Mehtaélth Block Grant report, FFY 2009.

8 Discharge data has been modified to include ordghdirges coded as “direct” discharges or “program
completion” to sources that fall within the respbilgy of an LME to coordinate services (e.g. tther outpatient
and residential non state facility, self/no referamknown, community agency, private physiciameothealth care,
family friends, nonresidential treatment/habilitaxiprogram, other). Discharges for other reasemns {ransfers to
other facilities, deaths, etc.); to other refes@lrces (e.g. court, correctional facilities, nogdhomes, psychiatric
service of general hospital, state facilities, VA)d out-of-state are not included in the numeratar denominator.
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Measure 3.4: Transitions to Community from State Developmental Centers

The Division of State-Operated Healthcare Fac#iiad the Divisiorare working together to increase
opportunities for individuals with developmentasalbilities to live in community settings, when
appropriate and desired. For individuals movirmgrfrthe developmental centers to the community,
transition planning begins many months prior tekizsge’ This involves multiple person-centered
planning meetings between the individual, theirrdiam, the treatment team and the provider that has
been selected by the individual and their guardsamvice delivery begins immediately upon leavimg t
developmental center. During SFY 2011, a totale¥en individuals were discharged from the general
population of the developmental centers to the canity.’® Table 3.4 shows the type of community
setting to which the individuals moved.

Table 3.4.
Follow-Up Care for Consumers with Developmentaldbitities (DD) Discharged from the
General Population of the State Developmental Cente
SFY 2011

Time Period Number of Individuals Moveq Type of Community Setting
to Community

1 to ICF-MR group home
July — September 2010 4 2 to supervised living home

1 to natural family

2 to ICF-MR group home

1 to supervised living home

October — December 2010 5
1 to alternative family living
1 to family home
January — March 2011 1 1 to ICF-MR group home
April — June 2011 1 1 to supervised living home

Data above includes three developmental centehgerdon Riddle Center, Murdoch Center, and Caswell
Center.

° Best practice for persons with DD moving from oexeel of care to another is to receive immediat¥elup care
that adheres to prior planning decisions that im@dlall relevant parties.

19 This number does not include persons discharged §mecialty programs or respite care in the devatogal
centers.
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Domain 4: Consumer-Friendly Outcomes

Consumer Outcomes refers to the impact of servingbe lives of individuals who receive care. Ohe o
the primary goals of system improvement is buildingcovery-oriented service system. Recovery and
stability for a person with disabilities means mayindependence and control over one’s own lif@)de
considered a valuable member of one’s communitytemog able to accomplish personal and social
goals.

All persons — including those with disabilities ant to be safe, to engage in meaningful daily &

to enjoy time with supportive friends and familpdato participate positively in the larger communit
SAMHSA and CMS support the use of a wide varietynefisures of consumers’ perceptions of service
outcomes and measures of functioning in areasasich

* symptom reduction, abstinence, and/or behaviorpfdvements,
* housing stability and independence,

» enhanced employment and education,

* social connectedness,

» reduction in emergency department and hospitati@mecare,

* reduction in criminal involvement, and

» participation in self-help and recovery groups.

Based on analysis of data on consumer outcomeBjitison adopted improvements in two of these
areas — housing and employment / education — astol@s in théState Srategic Plan 2007-2010.
Results of initiatives in these areas can be fonrbe Spotlights on Progress Reports at
http://www.ncdhhs.gov/mhddsas/stateplans/plans naglishments/index.htm#spotlighCurrent DHHS
strategic planning continues emphasis on thesesssu SFY 2011-2012.

Measure 4.1: Outcomes for Persons with Developmental Disabilities

Table 4.1 on the next page, presents interview fdata DD consumers collected during SFY 2009-10
indicating how much input they feel they have ortaia decisions in their lives. (See Appendix B for
details on this survey.) While less than half (32fcconsumers with DD in North Carolina reported
choosing where they live, 58% reported choosingsta# who help them in their home. Over three-
fourths (79%) of the DD consumers in North Carolieported choosing their place of work and 60%
reported choosing the staff persons who assist theheir work.
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Table 4.1
Outcomes for Consumers with Developmental Disabilities

SFY 09/10
100%
80% -
60% -
40% - 79% 85%
’ i 60% 64%
P10 700 N 4200 45%
0% -
Consumers Consumers Consumers Consumers
Chose Place Chose Staff Who Chose Place of Chose Staff Who
Where They Live Help Them at Work Help Them at
Home Work
@ North Carolina m All Participating States

SOURCE: National Core Indicators Project, Consusawey. Project Year 2009-10.

Measure 4.2: Outcomes for Persons with Mental lliness

For persons with mental illness, SAMHSA is focusamgreducing symptoms that limit consumers’
abilities to maintain positive, stable activitiegdarelationships. Successful engagement in serfaces
even three months can improve consumers’ liveshagn in data from NC-TOPPS consumer
interviews. (See Appendix B for details on the NORPS system used to collect this data.)

Table 4.2.a on the next page, shows improvemehieitives of children under age twelve with mental
health problems (who received at least three marith®atment during SFY 2009-10). All of the areas
below showed improvement after three months otrireat, the most noticeable being a thirteen
percentage point drop in severe mental health symmgt
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Table 4.2.a
Reduction in Problems for Children with Mental Health Problems

SFY 09/10

100%

80% 1 68%
60%
40%
20%
0%

Severe Mental Health Suicidal Thoughts Impaired Family
Symptoms Relationships (Fair or
Poor)
m At Admission m After 3 Months of Senice ‘

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - JUh&€B310 matched to 3-Month Update
Interviews.

Table 4.2.b shows improvement for adolescents (hge¢s 17) with mental health problems (who
received at least three months of treatment duBig 2009-10 in all of the following areas: problems
school, severe mental health symptoms, suicidaights, impaired family relationships, and troublghw
the law. Specifically, the rate of suicidal thotgytvas cut in half between the time of admissioafter
three months of treatment. Further, arrests, rhaetdth symptoms, and problems that interfere with
school all decreased by approximately one thirdvbeh the time of admission to after three months of
treatment.

Table 4.2.b
Reduction in Problems for Adolescents with Mental Health Problems
SFY 09/10
100%
80% - 71%
60% -
40%
20% | 18%
0% -
Problems Severe Mental Suicidal Impaired In Trouble with
Interfere with Health Thoughts Family the Law
School Symptoms Relationships
(Fair or Poor)
@ At Admission m After 3 Months of Senice

SOURCE: NC Treatment Outcomes & Program Perform&ystem (NC-TOPPS) Data. Initial
Assessments conducted July 1, 2009 - June 30, 2@ithed to 3-Month Update Interviews.
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As seen in Table 4.2.c progress was made in the bf adults with mental health problems in
reducing their symptoms and the problems associwitadhose symptoms after only three months of
treatment. The greatest gain was in reduction ablpms with work or other activities (down 22
percentage points). Other noteworthy gains wereentadeducing the severity of mental health
symptoms (down 18 percentage points) and suidaaights (down 16 percentage points). In
addition, some improvements were made in familgtr@hships as well as reducing arrests during
treatment.

Table 4.2.c
Reduction in Problems for Adults
with Mental Health Problems

100% SFY 09/10
80% - 74%
60%
40%
20%
0%
Problems Severe or Suicidal Impaired Arrests
Interfere with Extremely Thoughts Family
Work/Other Severe Relationships
Activities Symptoms (Fair or Poor)
@ At Admission m After 3 Months of Senvice

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - Jih&€B810 matched to 3-Month Update
Interviews.

Three months of service also made a positive diffee in the quality of life for adults with menkadalth
problems as seen in Table 4.2.d on the next pébe.greatest gain was made in the percent of adults
reporting positive emotional wellbeing (increasd dfpercentage points). Even in difficult economic
times for the state, the percent of adults empldybiar part-time increased six percentage poitsng
treatment. In addition, the percent of adultsipignating in positive community activities and reeoy or
self-help groups increased slightly (four percerd five percent, respectively).
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Table 4.2.d
Improvements in Life Functioning for Adults
with Mental Health Problems
100% SFY 09/10
0
80%
60% -
04 -
40% - 28%
19% >
20% - 14% 14%
10% 0 gy, 13%
0% -
Employed Full or Positive Emotional Community Participation in
Part Time Wellbeing Participation Recovery/Self-Help
Groups
‘ @ At Admission m After 3 Months of Senvice ‘

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - JUh&€B310 matched to 3-Month Update
Interviews.

Measure 4.3: Outcomes for Persons with Substance Abuse Disorders

National measures for persons with substance givobems focus on eliminating the use of alcohal an
other drugs in order to improve consumers’ welllgesocial relationships and activities. Successful
initiation and engagement in services with thisyapon can have very positive results in a shoréet

as shown in the data from NC-TOPPS consumer imes/i (See Appendix B for details on the NC-
TOPPS system used to collect this data.)

Table 4.3.a on the next page, shows that adoles¢ages 12 to 17) with substance abuse problems (wh
received three months of treatment during SFY 2008showed meaningful improvement in a variety of
areas of their lives. Most notably, the percentaith who used substances decreased drasticalhpa

of 54 percentage points) and those experiencirgdslithoughts and in trouble with the law dropibgd
more than half. In addition, youth with impaireadnidy relationships decreased by 16 percentage point
and problems interfering with school saw a decre&dd percentage points.
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Table 4.3.a
Reduction in Problems for Adolescents
with Substance Abuse Problems

. SFY 09/10
100% 89%

80%
60%
40% -
20%

0%

Problems  AnySubstance Suicidal Impaired In Trouble with
Interfere with Use Thoughts Family the Law
School Relationships

(Fair or Poor)

@ At Admission m After 3 Months of Senice

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - JUh&€B810 matched to 3-Month Update

Interviews.

Similar progress was made among adults in redwsiibgtance use and related problems as shown in
Table 4.3.b. The most notable decreases can berst#enpercent of adult consumers using drugs or
alcohol. The decrease in the use of drugs amounly @hsumers was 49 percentage points and the
decrease in the use of alcohol was 45 percentdgespdn addition, the percent of adults that had
problems interfere with their daily activities aadhsuicidal thoughts was roughly cut in half whiile
percent of adults arrested decreased by more #@i&n h

Table 4.3.b
Reduction in Problems for Adults
with Substance Abuse Problems

SFY 09/10
100%
04 0,
80% 64% 72%
60%
40%
20%
0%
Problems Any Alcohol ~ AnyDrug Use Suicidal Impaired Arrests
interfere with Use thoughts Family
Work/Other Relationships
Activities (Fair or Poor)
@ At Admission m After 3 Months of Senice

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - Jin&310 matched to 3-Month Update

Interviews.
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Table 4.3.c shows that services also had a positigact on the quality of life of adult substanbeise
consumers. As with adult mental health consuntkeespercent of adults employed full or part-time
increased during treatment (from 29% to 38%). péeent of adults reporting positive emotional
wellbeing increased from almost one third at adioisto a little more than a half after three months
service. Further, the percent of adults partidgigain positive community activities and recovenself
help groups increased (eight percentage pointd 8mercentage points, respectively).

Table 4.3.c
Improvements in Life Functioning for Adults
with Substance Abuse Problems

SFY 09/10
100%
80% -
60% - 52%

40%

20%

0%

Employed Full or Positive Emotional Community Participation in
Part Time Wellbeing Participation Recovery/Self-Help
Groups
@ At Admission m After 3 Months of Senice

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - Jin&310 matched to 3-Month Update
Interviews.

Domain 5: Quality Management Systems

Quality Management refers to a way of thinking argl/stem of activities that promote the identifimat
and adoption of effective services and managemagctipes. The Division has embraced the CMS
Quality Framework for Home and Community-Based ®es; which includes four processes that
support development of a high-quality service syste

» Design or building into the system the resources andhaeisms to support quality.

» Discovery, or adopting technological and other systems theganformation on system performance

and effectiveness.

* Remediation, or developing procedures to ensure prompt coorectf problems and prevention of
their recurrence.

» Improvement, or analyzing trends over time and patterns aqo®sps to identify practices that can
be changed to become more effective or successful.

These processes include activities to ensure alfiom of basic quality and to implement ongoing
improvements. The first set of activities, oftebdbedquality assurance focuses on compliance with
rules, regulations and performance standards th#tqi the health, safety and rights of the indreid

served by the public mental health, developmerisalilities and substance abuse services systee. Th
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second set of activities, labelgdality improvement, focuses on analyzing performance information and
putting processes in place to make incrementaieefents to the system.

Measure 5.1: Critical Access Behavioral Health Agency (CABHA) Monitoring

As discussed in the Fall 2009 report, the DepartroEHealth and Human Services (DHHS) has
implemented a new category of provider agency, 8&A, for the delivery of mental health and
substance abuse services. The implementation BH2equirements is designed to improve the
quality of care and services. In order to ensia¢ CABHAS meet quality of care and consumer-ougom
standards, regular local monitoring and CABHA monitg will take place.

The Division will monitor certified CABHAs during égust and September 2011 to ensure they are in
compliance with the Medical Service and Certifioatand Staffing Requirements. Seventy-five
CABHAs will be monitored which includes an initi@ndom sample that was supplemented by provider
agencies referred to the DHHS due to significasués of concern. Monitoring includes four
components:

* adata review by DHHS,

* an onsite review by LME staff,

* an onsite review by DHHS staff, and

* atelephone interview of a sample of consumersM¥ Istaff.

The monitoring process has been informed by pp#imn of consumer and family advocates, providers,
LME staff, and staff members of the Division of MarHealth, Developmental Disabilities, and
Substance Abuse Services and Division of Medicaisiance. Every effort has been made to use
available resources to gather information in otdezliminate duplication of monitoring efforts. bip
completion of the reviews, results will be genedadad used to provide feedback to CABHAs for qualit
improvement purposes. These results will be repldrt the next Semi-Annual Statewide System
Performance Report (Spring 2012).

Measure 5.2: Strategic Plan for Statewide Implementation of the 1915 (b)/(c) Medicaid
Waiver July 1, 2011 - June 30, 2013

The Department is in the process of expanding #i& 1b)/(c) Medicaid Waiver whereby the
management responsibilities for the delivery ofeess for individuals with mental iliness, inteltaal
and developmental disabilities, and substance atiseeders will be restructured. Local management
entities (LMESs) will develop a managed care deingystem to serve such individuals in need of such
services who are Medicaid eligible. The Divisisrpreparing a strategic plan in coordination wlt t
Division of Medical Assistance, LMEs, and stakeleofdto define specific strategies and responséslit
objectives and deadlines for implementation, as aschow the Division and DMA will monitor and
evaluate this initiativé’

The main method used to monitor and evaluate thgress of the LMEs as they assume responsibilities
of managed care organizations (MCOSs) is a starmddierformance dashboard. This dashboard will
comprise a set of standardized measures in thenfiolyy domains: access to care, consumer experience
clinical management, system performance, integredieel, provider networks, stakeholder perceptions,
health and safety, SAMHSA initiatives, preventiand innovations. LME/MCOs will report on these
measures to the Division, permitting the evaluatibthe impact of managed care on the existingiserv

" The Joint Legislative Oversight Committee on Healtld Human Services will receive a copy of thisi&igic
Plan on October 1, 2011.
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system. Additionally, results will be shared wittoviders, LMES, partner agencies, and consumats an
families.

In addition to the performance dashboard, DHHS tooinig teams and committees will be formed to
ensure best practices are implemented, to prowidesight of implementation activities, to reviewatjty

of care concerns and quality improvement activjizesl to develop plans for improvement. As a final
guality management/evaluation effort, there willdmual on-site reviews of the LMEs by an external
guality review organization to verify data reportadthe LME/MCOs. A status update on the Medicaid
waiver implementation will be provided in the n&dmi-Annual Statewide System Performance Report
(Spring 2012).

Domain 6: System Efficiency and Effectiveness

System Efficiency and Effectiveness refers to tyeacity of the service system to use limited funds
wisely -- to serve the persons most in need inyathvat ensures their safety and dignity while hadpi
them to achieve recovery and independence. Antiffeservice system is built on an efficient
management system, key features of which includel géanning, sound fiscal management and
thorough information management.

Making good decisions requires the ability to gatuaate, useful information quickly, easily and
regularly. It also requires efficient managemensadrce resources. Staff at all levels need to khew
status of their programs and resources in timake advantage of opportunities, avoid potential
problems, make needed refinements and plan ahead.

The DHHS LME Performance Contract serves as the Division’s vehicle for evaluating E fficiency
and effectiveness. It includes a standardized sobp®rk detailing the components of each functizat
the LMEs are expected to perform, reporting expiets, and critical system performance indicators.

Measure 6.1: Business and Information Management

Consumer data reported by the LMEs is coupled eldghms data to generate the information that the
Division uses to evaluate local and state systetfiopeance and to keep the Legislature informed of
system progress through this report. For thes@nsagsompliance is critical to LME and Division atfs
to manage the service system. THeHSLME Performance Contract includes requirements for timely,
complete and accurate submission of consumer aptgon information. The LMES’ compliance with
reporting requirements provides an indication ef$listem’s capacity for using information to manage
the service system efficiently and effectively.

As shown in Table 6.1 on the next page, LMES’ sudsion of timely and accurate information to the
Division has fluctuated during the past two stéedl years. In all quarters, LMES’ have considien
performed better with meeting the report submisseguirements than meeting the data submission
requirements. Data submission has improved steaddy the past two years (an increase of four
percentage points from first quarter of SFY 200%d.the fourth quarter of SFY 2010-11). While LMEs
are doing better with submission of reports thath wie submission of data, report submission has
fluctuated over the course of the two years. Tlaeseneaningful improvements but will need continued
attention.
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Table 6.1
Percentage of Report and Data Submission Standards Met
for DHHS-LME Performance Contract

SFY 09/10 - SFY 10/11
100%

100% - 96% 97% 96% 97% 97% 97%
WH
89%
80% { 85% 84% 86% 86% 87% 87% 88% ’
0
60%
Jul-Sept | Oct-Dec | Jan-Mar | Apr-Jun Jul-Sept | Oct-Dec | Jan-Mar | Apr-Jun
2009 2009 2010 2010 2010 2010 2011 2011
SFY 09/10 SFY 10/11
‘ —m— Report Submission Data Submission ‘

SOURCE: Data from SFY 2009-10 and SFY 2010-11 QuigrPerformance Contract reports.

Domain 7: Prevention and Early Intervention

Prevention and Early Intervention refers to adggitdesigned to minimize the occurrence of mental
iliness, developmental disabilities, and substaimese whenever possible and to minimize the sgyerit
duration, and negative impact on persons’ livesmédndisability cannot be prevent&tevention

activities include efforts to educate the geneudlig, specific groups known to be at risk, andvigtuals
who are experiencing early signs of an emerginglitiom. Prevention education focuses on the natfire
mental health, developmental disability, and sulzstaabuse problems and how to prevent, recognite an
address them appropriateBarly intervention activities are used to halt the progression armia@antly
reduce the severity and duration of an emerginglition.

Measure 7.1: Substance Abuse Prevention and Treatment Block Grant

The Substance Abuse Prevention and Treatment Boakt (SAPTBG) 20% set-aside funds make up
the largest portion of funding that target substaaizuse prevention services in the Division. The
SAPTBG provides services to address relevant pmagjraractices and policies identified through the
"strategic prevention framework" process in lo@ahmunities. In North Carolina, the SAPTBG
prevention set-aside funds are used to suppotegies (programs, practices and policies) impleptent
across the 100 counties and allocated to commpnityiders based on a plan consistent with locatlsee
The Office of Prevention endorses the risk andgatote factor model through implementation of
evidence-based/informed strategies to universkdctee and indicated populations. A system of
regionalized prevention centers supported by thasds helps with addressing local technical assigta
needs.

In SFY 2010 strategies reached approximately 40y0@th in evidence based curricula programs and
over 100,000 participant strategies that includthatational seminars, parent trainings and workshops
(See Table 7.1 on the next page).
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Table 7.1
Number of Participants served in Substance Abuse Prevention Programs,
Policies and Practices by Age
SFY 2010-2011
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25000 - S
£ 20000 - —
©
=
£ 15000 -|
©
o
o 4
- 10000
o | [ | .
) N ™ A o > o > @
R A A A
N
K
&
Age

Source: Data from the North Carolina PreventioncOuotes Performance System (NC POPS),
SFY 2010-2011.

Measure 7.2: Strategic Prevention Framework-State Prevention Enhancement (SPF-SPE)
Cooperative Agreement

To build capacity for a state-wide infrastructuoe prevention, the State of North Carolina appfda
Strategic Prevention Framework-State PreventioraBoément (SPF-SPE) cooperative agreement to
promote the adoption of evidence/practice-basediegjies to address substance abuse prevention. This
grant award from the USDHHS, Substance Abuse Méfgalth Services Administration (SAMHSA),
Center for Substance Abuse Prevention (CSAP) wehgthen the state’s current prevention
infrastructure by developing a systematic, on-gaimanitoring system for substance abuse related
consumption patterns and consequences, and togragkess on performance measures that address
prevention priorities, trends, and outcomes. Cdepres of prevention professionals will be addrdss
as well as standards of care for providers. Thpagsed SPF-SPE will align itself with SAMHSA's
Strategic Initiative #1, focusing on its Goal #teWention of Substance Abuse and Mental llinedse T
accomplishment of the goals stated in the SPEreslllt in a trained prevention workforce, attention
cultural needs, relevant and consistent data sgstensubstance abuse prevention, and implementatio
of strategies to improve the health and well be&hiorth Carolina citizens.
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Appendix A: Legislative Background
Session Law 2006-142 Section 2.(a)(c) revised t@ed¢neral Statute (G.S.) 122C-102(a) to read:

“The Department shall develop and implement a Jt&a for Mental Health, Developmental
Disabilities and Substance Abuse Services. Thegserpf the State Plan is to provide a strategic
template regarding how State and local resourcals st organized and used to provide services.
The State Plan shall be issued every three yegisrbeg July 1, 2007. It shall identify specific
goals to be achieved by the Department, area atiispand area programs over a three-year
period of time and benchmarks for determining wlepirogress is being made toward those
goals. It shall also identify data that will be dde measure progress toward the specified
goals....”

In addition, Session Law 2011-291, Section 2.42de)jsed NC G.S. 122C-102(c) to read:

“The State Plan shall also include a mechanisnmieasuring the State’s progress towards
increased performance on the following matterses&to services, consumer friendly outcomes,
individualized planning and supports, promotiorbe$t practices, quality management systems,
system efficiency and effectiveness, and preverdgimhearly intervention. Beginning October 1,
2006, and every six months thereafter, the Segrstall report to the General Assembly and the
Joint Legislative Oversight Committee on Heath Bindhan Services, on the State’s progress in
these performance areas.”
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Appendix B: Description of Data Sources

Domain 1: Access to Services

Tables 1.1.a — 1.1.c Persons Servebhe Division Client Data Warehouse (CDW) providesa on
persons served. This system is the primary repgdioo data on persons receiving public mental theal
developmental disabilities, and substance abusissr It contains consumer demographic and
diagnostic information from extracts of the LMEsanagement information systems and DHHS service
reimbursement systems. It also contains informatioconsumers’ use of state-operated facilities and
consumer outcomes extracted from the HEARTS andr®EPS systems described below.

The number of persons served (duplicated) is caledlby adding the active caseload at the begirofing
the fiscal year (July 1) and all admissions dutimgfiscal year (July 1 through June 30). The digplof
the consumer is based on the diagnosis reportaddaronsumer on paid IPRS and/or Medicaid service
claims. The consumer's age on June 30 at the ahe €ical year is used to assign the consumtreto
appropriate age group (e.g. children or adults).

Table 1.2 Persons Seen within Fourteen Days of Reegt: This measure is calculated by dividing the
number of persons requesting routine (non-urgeard mto the number who received a service withén t
next 14 days and multiplying the result by 100. iffermation comes from data submitted by LMEs and
published in th&€€ommunity Systems Progress Reports. The sources are LME screening, triage, and
referral logs and quarterly reports submitted leytMESs. The data reflect consumers who requested
services from an LME. It does not include data&onsumers that directly contacted a provider for an
appointment.The Division verifies the accuracy of the infornaatithrough annual on-site sampling of
records. More information on ti@mmunity Systems Progress Report can be found on the web at:
http://www.ncdhhs.gov/mhddsas/statspublicationgirsfindex.htm

Domain 2: Individualized Planning and Supports

Tables 2.1.a and 2.2.a Choice among Persons withv@pmental Disabilities: The data presented in
these tables is obtained through in-person intesvigith consumers in the project year 2008-09,aa6 p
of the National Core Indicators Project (NCIP). § project collects data on the perceptions of
individuals with developmental disabilities viaperson interviews and their parents and guardians v
mail surveys. The interviews and surveys ask goiestabout service experiences and outcomes of
individuals and their families. More information tre NCIP, including reports comparing North
Carolina to other participating states on othersuess, can be found at:
http://www.hsri.org/nci/index.asp?id=reparts

Tables 2.1.b and 2.2.b Choice among Persons with hal Health and Substance Abuse Disabilities:
The SAMHSA-sponsored Mental Health Statistical laygment Project's Consumer Survey (MHSIP-
CS) provides this data. This confidential survesaguestions about the individual’s access to sesyi
appropriateness of services, service outcomessatigfaction with services. More information on the
MHSIP-CS can be found dittp://www.mhsip.org/Annual reports on North Carolina’s survey can be
accessed ahttp://www.ncdmh.net/dsis/LMEdirectory.html

Domain 3: Promotion of Best Practices

Tables 3.1.a — 3.1.c Persons Receiving Evidence-8&asnd Best Practicestnformation on numbers
served in certain services comes from claims datagported to Medicaid and the Integrated Payment
and Reimbursement System (IPRS).
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Tables 3.2.a and 3.2.b Management of State Hospitdkage:The data on the rate of persons served in
state psychiatric hospitals by age groups of coessimomes from the North Carolina Community
Mental Health Services Block Grant report, whichased on data in the Healthcare Enterprise Acsount
Receivable Tracking System (HEARTS), the systend tedérack consumer care in state-operated
facilities. The data on state hospital admissiar8FY 2005-06 through SFY 2009-10 comes from data
in the Healthcare Enterprise Accounts ReceivabéeKing System (HEARTS), the system used to track
consumer care in state-operated healthcare fasilitThe Division also reports this informatiorhie

North Carolina Psychiatric Hospital Annual StatiatiReport, which is published by the Division and
based on data in HEARTS. This report can be faind
http://www.ncdhhs.gov/mhddsas/statspublicationgfresfindex.htm

Table 3.2.c Admissions to ADATC FacilitiesThe data on admissions to ADATCs in SFY 2005-06
through SFY 2009-10 come from data in the Health&arterprise Accounts Receivable Tracking System
(HEARTS), the system used to track consumer caséate-operated facilities. The Division also répor
this information in the North Carolina ADATC Annuatatistical ReporfThis report can be found at:
http://www.ncdhhs.gov/mhddsas/statspublicationgirsfindex.htm

Tables 3.3 State Psychiatric Hospital Readmissiohe data on state hospital readmissions (30 days
and 180 days after discharge) in FFY 2008 come fteNorth Carolina Community Mental Health
Services Block Grant report, which is based on dtathe Healthcare Enterprise Accounts Receivable
Tracking System (HEARTS), the system used to tcacisumer care in state-operated healthcare
facilities.

Table 3.4 Follow-up Care for Consumers Dischargeddm State Developmental CentersThese data
are for SFY 2009-10 and come from reports submiteatterly by the developmental centers to the
Division of State Operated Healthcare Facilitidlse iumbers do not include persons discharged from
specialty programs (such as programs for persotisheth an intellectual/developmental disabilitglan
mental iliness) or persons who were discharged edtaiving respite care only.

Domain 4: Consumer Outcomes

Table 4.1 Outcomes for Persons with Developmentaligabilities: This information is obtained
through in-person interviews with consumers as qittie NCIP, described in Tables 2.1.a and 2.2.a
above.

Tables 4.2.a - 4.3.c Service Outcomes for Individisawith Mental Health and Substance Abuse
Disabilities: This information comes from the North Carolina Tre@nt Outcomes and Program
Performance System (NC-TOPPS). This web-basedmysiflects information on a regular schedule
through clinician-to-consumer interviews for alkpens ages 6 and over who receive specific mental
health and substance abuse services. More infamati NC-TOPPS, including annual reports on each
age-disability group, can be foundheitp://www.ncdhhs.gov/mhddsas/nc-topps

Domain 5: Quality Management
Domain 6: Efficiency and Effectiveness

Table 6.1 Business and Information Managemenifable 6.1 includes timely, complete and accurate
submission of information required in tbdHS LME Performance Contract over the last state fiscal
year. This report tracks LME performance in subimitrequired data and reports to the Division. Some
requirements are quarterly while others are semuahor annual requirements. For these reasoas, th
number of requirements included in the denomindtmr3able 6.1 fluctuates over the four fiscal qaes
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represented. More information on tBelHS-LME Performance Contract, including the quarterly reports,
can be found atttp://www.ncdhhs.gov/mhddsas/performanceagreement/

Domain 7: Prevention and Early Intervention

Table 7.1 The Number of Participants Served in Sultance Abuse Prevention Programs,
Policies, and Practices:This information comes from the North Carolin@®mtion Outcomes
Performance System (NC POPS). More informatioth@system can be found at
http://kitusers.kithost.net/support/nc/Home/tab&@efault.aspx

Measure 7.2 Strategic Prevention Framework-State Rwvention Enhancement (SPF-SPE)
Cooperative Agreement: Information on the SPF-SPE Cooperative Agreememtesfound at
http://www.samhsa.gov/grants/2011/sp_11_004.aspx
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